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Contraindication to Collapse Therapy. 
—Cardiac deficiency, not due to myocardial 
disease, is frequently observed in tuberculous 
patients. This condition often follows re- 
traction and mechanical displacement of the 
mediastinal structures by strong pleuro- 
pulmonary adhesions. The altered position 
of the great vessels gives rise to a secondary 
anoxaemia. Collapse therapy is contraindi- 
cated in these patients and phrenicoexairesis 
produces beneficial results in a large num- 
ber.—Le_ forti retrazioni pleuro-polmonari 
causa di distensione ed ectasia meccanica dei 
grosst vast e di anossiema secondaria. Loro 
controindicazione per la collassoterapia, F. 
Parodi, Tuberculosi, September 1929, xxi, 
375.—( U. E. Z.) 


Schilling Haemogram during Collapse 
Therapy of Pulmonary Tuberculosis.— 
The author studied the effect of various col- 
lapse procedures, such as pneumothorax, 
phrenicoexairesis, and thoracoplasty upon 
the Schilling haemogram. As a result of 
these studies it is concluded that the differ- 
ential white blood picture is the most im- 
portant aid in Lina 4 tuberculosis for 
diagnosis, prognosis, erential diagnosis 
and evaluation of therapy. It is also valu- 
able in determining the dosage of beneficial 
artificial pneumothorax. Its exact evalua- 
tion can be utilized for discontinuing treat- 
ment in pneumothorax. The conclusions 
drawn are the results of thousands of indi- 
vidual blood pictures studied in 109 cases of 
collapse therapy.—Das differnzierte weisse 


Blutbild bei der Kollapstherapie der Lungen- 
tuberkulose, R. Griesbach, Zeitschr. f. Tuberk., 
1930, lvi, 177.—( H. J. C.) 


Artificial Pneumothorax Apparatus. 
—A new pneumothorax apparatus is de- 
scribed, which protects against positive 
intrapleural pressures and against the possi- 
bility of air embolism.—Ein einfaches Pneu- 
mothoraxgerat, F. V. Kovats, Deutsche med. 
June 13, 1930, ivi, 


Loss of Weight under Artificial Pneu- 
mothorax.—The weight of 100 tuberculous 
patients recently treated by: artificial pneu- 
mothorax in two institutions at Hauteville, 
Sanatorium Belligneux and the Rothschild 
Foundation, was studied. Patients were 
weighed the day treatment was begun, three 
months later, and finally six months after 
beginning treatment. Forty-two, or 42 per 
cent, lost weight the first three months. In 
five of these, intestinal tuberculosis could be 
blamed and in two an active development in 
the opposite lung. In 3 cases there were 
early febrile pleurisies and in nine gastroin- 
testinal disturbances not apparently due to 
intestinal lesions. In 23, or over half the 
cases, there was no obvious reason for the 
loss of weight, which varied from 0.5 to 
3.2 kgm. In 10 cases this loss of weight con- 
tinued over six months, while the others be- 
came stabilized. Patients who lost weight 
generally showed poor appetite and special 
distaste for fats. Itis thought that suppres- 
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sion of the internal function of the lung 
might explain this wasting. Roger and 
Binet have showed its réle in fat metabolism 
and revealed the phenomena of lipopexia and 
lipodieresis. They believe there is an intra- 
vascular endothelial digestion of fats within 
the lung, as well as an oxidation of toxic sub- 
stances. Interference with this dual func- 
tion might well cause malnutrition. In fur- 
ther proof, cases of double pneumothorax 
almost always show quite a marked loss of 
weight.—A propos de V’amaigrissement au 
cours du pneumothorax artificiel, Bonafé, 
Mollard and Jadlowker, Rev. d. 1. Tuberc., 
October, 1930, xi, 907.—(A. P.) 


Discontinuance of Artificial Pneumo- 
thorax.—For about twenty years artificial 

neumothorax has been practised in France, 
its indications have been considerably ex- 
tended, its technique enriched by all sorts of 
complementary procedures, its incidents and 
accidents are better appreciated, and an ex- 
perience of different methods has been ac- 
quired which has greatly modified previous 
views. The question of interruption of 
treatment, however, is still very much an 
open question. For the purpose of this dis- 
cussion, alternating or bilateral pneumo- 
thorax is not considered, nor pneumothorax 
induced for disease conditions other than pul- 
monary tuberculosis. A first obvious point 
to be considered is that the discontinuance of 
artificial pneumothorax is not always dis- 
cretionary. Continuance may be impossible 
because of progressive symphysis, usually 
but not necessarily following a fluid exudate. 
Sometimes this happens after only a few 
months and the reéxpansion of the noncica- 
trized lung results in a reactivation of the 
lesions which only an opportune thoraco- 
plasty can check. There are other cases 
which after only six months to a year of col- 
lapse go on to complete recovery. Those 
men who, however, on such a basis, habitu- 
ally allow premature reéxpansion, are wrong 
and such practice is bound to be frequently 
disastrous. It is like throwing a man who 
has been saved from drowning into the 
water. Here are the essentials: an artificial 
pneumothorax instituted for a unilateral le- 
sion supposedly active and with cavity, and 
inaugurating an effective collapse. At the 
end of a few weeks or months the tempera- 
ture remains normal and sputum disappears 
after first becoming nonbacillary. The pa- 
tient is apparently restored to health. When 
will such an apparent cure be actually con- 
solidated? At the end of two, three, or 
several years hence? Hirschberg and Rist 
investigated 189 patients in whom collapse 
was instituted between 1919-1921, and traced 


them up to 1927, that is, over a period of 
eight years. During this period there were 
73 deaths, 33 occurring the first year and 27 
the second, 8 the third, 3 the fourth, 2 the 
fifth and none since. Rist and Hirschberg 
concluded that security could not be assured 
before the fifth year and Rist now maintains 
collapse for that period, with excellent re- 
sults. As for convenience, if the insuffla- 
tions are properly spaced this is hardly a seri- 
ous consideration. Economic necessity may 
weight the balance one way or the other, as 
in two instances cited. Marriage and gesta- 
tion are also to be considered and here Rist 
is inclined to be rather liberal. When all 
functional symptoms have disappeared and 
there is evident return to health, he allows 
marriage two years after the disappearance 
of expectoration but continues pneumothorax 
until after the birth of the first child. With 
married women a similar program is followed. 
He believes that the best proof of cure in a 


‘woman is to pass through a pregnancy with- 


out ill effects. He assumes that this ques- 
tion will not arise before the fourth or fifth 
year of treatment. When such incidents as 
pleurisy complicate the pneumothorax, it 
may sometimes be advisable to leave it off 
sooner than in uncomplicated cases. All as- 
pects of the problem must be studied, such as 
the general condition, working capacity, re- 
sistance to fatigue, roentgenographic appear- 
ance of the lungs. Of primary importance 
and too often ignored is the behavior of the 
sputum. Periodic bacteriological examina- 
tions should be made and should be thorough 
and repeated. The definite disappearance 
of bacilli signalizes the beginning of cure. 
If there is only occasionally a little sputum, 
such as provoked by a coryza or slight tra- 
cheobronchitis, a guinea pig should be inocu- 
lated. Two such inoculations at a six 
months’ interval is a good criterion of durable 
cure. On the other hand, treatment should 
not be excessively prolonged, or a third phase 
is reached where its inconveniences and dis- 
advantages outweigh its advantages. Some 
old pneumothorax cases are uselessly pro- 
longed eight, ten and twelve years or more, 
needing refills only at three- or four-month 
intervals because the pleura is thick and has 
lost its suppleness. Sometimes there occur 
intractable, purulent or haemorrhagic exu- 
dates. Resorption of such pneumothoraces 
is very slow, associated with mediastinal dis- 
placements and thoracic deformities. The 
risks of artificial pneumothorax are negligible 
when induced to cure pulmonary tuberculo- 
sis, but even after it is cured, these risks 
persist. Why, then, prolong them unneces- 
sarily?—Quand faut-il interrompre le pneu- 
mothorax thérapeutique?, E. Rist, Section 
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d'études Scientifiques de VOeuvre de la Tu- 
berculose, June 14, 1930, Rev. de la Tuberc., 
October, 1930, xi, 915.—(A. P.) 


Respiratory and Blood Changes in Ar- 
tificial Pneumothorax.—The introduction 
of air into the pleural cavity produces a cer- 
tain degree of anoxaemia due to compression 
of superficial alveoli. The blood-sugar is 
raised for about one hour after the refill and 
then the anoxaemia is overcome by a com- 
peentoty increase in the erythrocyte count. 

he vital capacity of the lung is diminished 
in proportion to the amount of air introduced. 
The alveolar carbon-dioxide tension is de- 
creased, due to a temporary acidosis which 
is quickly compensated for. This usually 
follows a too rapid and too great pulmonary 
compression. Pulmonary ventilation varies 
with the alveolar carbon-dioxide tension. 
When there has been an excessive introduc- 
tion of gas rich in nitrogen, the anoxaemia no 
longer stimulates red-cell production but ac- 
tually inhibits it. Under these conditions 
the blood-sugar values rise to much higher 
levels and remain there for more than 24 
hours. When pulmonary collapse is com- 
plete and the contralateral lung has assumed 
a compensatory increase in function, the vital 
capacity rises to almost its former level.— 
La funzionalitéd respiratoria nel corso del 
pneumotorace terapeutico e le modificasione 
del sangue, A. Ricci, Tuberculosi, January, 
1929, 1.—(U. E. Z.) 


Vomiting after Artificial Pneumo- 
thorax.—The author describes two cases of 
persistent vomiting noted in severe neuro- 
pathic women after the institution of pneumo- 
thorax on the left side. In one case, after 
discontinuing the treatment, the dyspeptic 
symptoms disap and pneumothorax 
was resumed at a later date. In the other 
case after three fillings the treatment had to 
be discontinued and the patient died two 
months later.—Kurzer Beitrag zur Arbeit 
von F. Hoffschulte. Erbrechenals Indika- 
tion fiir eine friihzeitige Unterbrechung der 
Pneumothorazbehandlung, D. Epstein, Zeit- 
schr. f. Tuberk., 1930, lv, 512.—(H. J.C.) 


Photographie Thoracoscope.—This is 
a description of a thorascope which enables 
one to take films of the interior of the thorax, 
showing respiratory movements of the col- 
lapsed lung and adhesions between lung and 
chest-wall.—Endothorakale Kinematographie, 
W. W. Siebert, Deutsche med. Wehnschr., 
June 13, 1930, 1003.—( H. S. W.) 


Endothoreoascopy and Endocauteriza- 
tion.—The treatment of pulmonary tubercu- 
losis by artificial pneumothorax is actually, 


in all unilateral cases, the method yielding 
the best results. But not rarely adhesions 
between the chest-wall and lung interfere 
with its success. These may, according to 
their situation and form, more or less pre- 
vent a complete collapse. They maybe 
thread like, cord-like, or ribbon-like; or as- 
sume a triangular form like a large veil at the 
base. Most of them can be stretched, often 
to the extent of over 10 cm. in several 
months. The first attempts to sever them 
were not encouraging; endopleural haemor- 
rhages and empyemata were common and 
generally ushered in the end. Then Jaco- 
baeus introduced his method of endothora- 
coscopy; nevertheless, the experiences of the 
early years showed that its technique needed 
to be perfected. With later modifications 
thoracoscopy has become one of the most 
important therapeutic procedures. The 
chief difficulty lies in the fact that adhesions 
containing blood-vessels often give more or 
less severe haemorrhages. Maurer has in- 
vented a new high-frequency electric cautery 
which coagulates the blood-vessels as well as 
the tissue. After this is done, the adhesions 
are severed with the galvanocautery; the 
danger of haemorrhage is almost completely 
suppressed, and the adhesions may be burned 
nearer the thoracic cage without injuring pul- 
monary tissues. The technique is not al- 
together easy, the results depending largely 
on the experience and skill of the operator. 
The instrument must be properly selected 
and inserted so as to give good vision. In 
this connection, the aspect of the lung and 
adhesions seen by thoracoscopy in all di- 
mensions may differ widely from the one- 
plane images seen by roentgenography. The 
instrument must not be inserted too near the 
adhesions. Certain thread-like or ribbon- 
like adhesions, invisible by roentgenography, 
may become very troublesome if they get in 
the way of the thoracoscope. It is generally 
best to use a place near which the pneumo- 
thorax needle has been inserted and there is 
known to be a free space. In inserting the 
instrument, one must if possible avoid the 
intercostal artery; however, in the back, 
where the artery is well protected, mobility 
of the instrument is prevented by too narrow 
interspaces and by the scapula. It is prefer- 
able to introduce the trocar obliquely, com- 
mencing at the lower border of the upper rib 
and proceeding toward the upper border of 
the lower rib, slowly and regularly. Do 
not go beyond 1 cm. internal to the mam- 
millary line because of the possibility of 
wounding the internal mammary artery. 
There remains the danger of wounding the 
lung, but as a rule it retracts withoug being 
penetrated. Once in place, the eye-piece is 
introduced and the pleural cavity examined. 
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When there are apical adhesions the third 
or fourth interspace near the mammillary 
line will be a good point from which to view 
them, directing the instrument toward the 
axilla. When the adhesions are laterally 
situated the place of introduction of the 
thoracoscope is so selected that it will be 
parallel to them and the first or second inter- 
space is penetrated either above or below 
their insertion. In cauterization, begin with 
the smallest adhesions; if the big ones are 
sectioned first the smaller may be overlooked 
or may tearinabad place. Adhesions which 
do not affect the collapse of the lung should 
be let alone. For purposes of cauterization, 
in the case of apical adhesions, introduce the 
cautery in the axilla, sometimes an inter- 
space below the instrument of vision. In the 
case of lateral adhesions, the optical instru- 
ment is better introduced in the axillary fold, 
with the cautery anteriorly and perpendicu- 
lar to the adhesion. The instrument of vis- 
ion is brought as close as possible to the 
adhesion to be burned and it is carefully in- 
spected for blood-vessels and lung tissue. 
The portion nearest the parietal wall is then 
coagulated by diathermy, during which it 
assumes a white color. It is then sectioned 
in this zone with the cautery at red heat, 
Every incomplete pneumothorax is an indi- 
cation for thoracoscopy. Roentgenographs 
alone are not to be relied on in judging the 
completeness of a pneumothorax; it is in- 
complete if sputum and tubercle bacilli per- 
sist, likewise if red-cell sedimentation is not 
normal after two hours. However, one 
should always wait two or three months after 
inducing pneumothorax, to permit adhesions 
to stretch and reduce the difficulties of pro- 
cedure in the thorax. Thoracoscopy is con- 
traindicated in the presence of emphysema 
(subcutaneous?) or acute pleurisy, either dry 
or exudative. Seropneumothorax fer se, 
however, is no deterrent. The fluid must 
first be evacuated as completely as possible; 
then air is introduced until the pressure is 
barely negative. Fever is not a contraindi- 
cation unless quite high; however it is better 
to wait until temporary febrile exacerbations 
have subsided. The operation requires no 
special care of the patient, but it is custom- 
ary for him to remain in bed the preceding 
day and to eat lightly. The chest and axil- 
lary fold are shaved. One half-hour before 
the operation an injection of pantopon is 
given. The usual conditions of surgical asep- 
sis should be observed. Local anaesthesia 
of the chest-wall and pleura is carried out, 
and with good technique there should be no 
pain. The most unpleasant moment is dur- 
ing the coagulation of the adhesion by the 
diathermic current, when certain sensitive 
patients feel a distinct pain. On the other 


hand, cauterization is painless. What is 
apt to be most disagreeable is the uncom- 
fortable position, the patient lying down with 
the arm raised. This may be relieved by 
having an assistant support the arm. The 
operation over, the places of introduction of 
the instruments are closed by stitches or 
clips, and covered with sterile compresses 
tightly fastened by adhesive strips. Cough- 
ing may produce a subcutaneous emphysema 
which will disappear spontaneously. About 
one-third of the patients develop a transitory 
exudate. All the patients remain in bed for 
a week even if their temperature is normal, as 
isusual. The third day a refill of air is care- 
fully given, leaving the pressure negative, 
and the sixth day the stitches or clips are 
removed. Resulis: In 75 per cent of cases 
to date a poor pneumothorax has been 
turned into a good one and the condition in 
the unsatisfactory cases has not been aggra- 
vated. Technical difficulties explain the 
failures, and little by little these are being 
lessened by experience and care. There 
has been no serious accident and in only 
one case has there developed a persistent 
exudate, not purulent.—Endothoracoscopie et 
endocautérisation, H. Voute, Rev. d. 1. Tu- 
berc., December, 1929, x, 862.—(A. P.) 


Endopleural Cauterization in Arti- 
ficial Pneumothorax.—The X-ray helps a 
great deal in determining the technical pos- 
sibility of severing adhesions as does also 
thorascopic examination, but the thorascope 
often alone gives the final decision. The 
chief indication for cauterization is the cord- 
like or membranous adhesions. Adhesions 
of bluish-red color containing many blood- 
vessels are not to be cut. Elongated adhe- 
sions generally have no large blood-vessels, 
but may connect with cavities and may 
contain pulmonary tissue. These can be rec- 
ognized through the thorascope. Such adhe- 
sions should be cut only in the connective- 
tissue areas. In 452 cauterizations there was 
not one operative complication. A later 
secondary rupture of a cavity wall occurred 
in turee. Of these 452 operations secondary 
pleural complications occurred as follows: 
125 developed exudates, 9 of which were tu- 
berculous empyemata and 5 mixed empye- 
mata. The exudate occasionally coagulated 
and obliterated the pneumothorax space. 
Subcutaneous emphysema occurred fre- 
quently, but was unimportant. In the pres- 
ence of preéxisting exudate, cauterization 
was performed when the fluid contained a 
preponderance of lymphocytes and the pa- 
tient was afebrile. Thoracic cauterization is 
to be regarded as supplementary to the pneu- 
mothorax. Therefore in some cases further 
surgery such as phrenicectomy is necessary. 
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Of 247 completed cauterizations 61 per cent 
were practically healed and 27 had died in 
from 2 to 9 years after the discontinuation of 
pneumothorax. Of 49 partial cauteriza- 
tions 32 per cent were practically healed and 
36 had died. These results compare favor- 
ably with those of complete pneumothorax 
cases.—Ergebnisse endopleuraler Kaustik 
beim kiinstlichen Pneumothorax, Unverricht, 
Deutsche med. Wchnschr., September 19, 1930, 
lvi, 1601.—( H. S. W.) 


Cauterization of Adhesions.—Two 
cases of bronchiectasis are reported in which 
artificial pneumothorax was rendered incom- 
plete by adhesions to the parietal pleura. 
The adhesions were cauterized through a 
thoracoscope and a complete collapse of the 
lung was then obtained.—Cawuterization of 
Adhesions in Treatment of Bronchiectasis by 
Artificial Pneumothorax, A. J. S. Pinchin 
and H.V. Morlock, Lancet, November 15, 
1930, ccxix, 1070.—(B. T. McM.) 


Oleothorax.—The main indications for 
oleothorax therapy are as follows: (1) thick 
fibrous exudates or empyemata; (2) to pre- 
vent obliteration of a pneumothorax by ad- 
hesions; (3) to improve pulmonary collapse 
produced by pneumothorax; (4) to strengthen 
the mediastinum in pneumothorax therapy 
when it is too flexible; (5) to close small 
pleural fistulae; and (6) as a substitute for 
artificial pneumothorax when frequent refills 
cannot be given. The most important indi- 
cation is apparently (3) and in a few cases ex- 
cellent results have been observed. Instead 
of gomenol, 2.5 per cent iodipin is used by 
the author.— Ueber Oleothorax, H. Maendl, 
Wien. klin. Wehnschr., October 9, 1930, 
xliti, 1252.—(M. P.) 


Artificial Pneumothorax Combined 
with Phrenic Exairesis.—In bilateral pro- 
cesses, when the process in one lung is 
limited to the lower lobe, the latter is 
treated with exairesis while the other side is 
treated with pneumothorax. Monolateral 
phrenic exairesis is justified by the favorable 
results obtained in upper-lobe phthisis. Not 
infrequently pneumothorax combined with 
exairesis has yielded excellent therapeutic 
results.— Klinische Beitrige zum Wirkungs- 
mechanismus des Phrenicusexairese. II. 
Mitt. Arthur Sonnenfeld. Beitr. z. klin. d. 
Tuberk., 1930, laxiti, 268.—( H. J. C.) 


Artificial Pneumothorax and Phrenic 
Exairesis.—Long experience has shown the 
value of treatment of progressive, far-ad- 
vanced pulmonary tuberculosis with phrenic 
exairesis and pneumothorax. The paralyzed 
diaphragm lessens the amount of pulmonary 


tension and leads to healing of the lung. 
Pneumothorax may readily be done on the 
side opposite a paralyzed diaphragm. The 
incidence of exudates in pneumothorax for- 
merly was 60 per cent. Now that phrenic 
exairesis is almost routine that incidence has 
fallen to8percent. Similarly there has been 
a large decrease in the herniation of the 
mediastinum. As a rule the paralyzed dia- 
phragm remains elevated during pneumo- 
thorax treatment. The configuration of the 
pneumothorax with or without a phrenic 
operation is changed by changing the posi- 
tion of the patient. In recumbency the 
paralyzed diaphragm is still elevated. The 
vital capacity in recumbent patients is a 
little less than in erect patients.—Die beson- 
deren Indikationen des Pneumothorax und der 
Phrenikusausschaltung, I. Zadek and A. Son- 
nenfeld, Deutsche med. Wchnschr., June 13, 
1930, lvi, 1005.—( H. S. W.) 


Artificial Pneumothorax and Phrenic 
Exairesis.—Phrenic exairesis is recom- 
mended after pneumothorax. The opera- 
tion causes the mediastinum to be more 
yielding from loss of the anchoring support 
which the diaphragm gives. Pleural effu- 
sions have developed less commonly in pneu- 
mothorax with phrenic exairesis than with 
pneumothorax alone, but this may be due to 
a more careful technique. In refilling, the 

ralyzed diaphragm is frequently depressed 

y the air.—Schlusswort hierzu (following 
Zadek and Sonnenfeld, Deutsche med. Wchn- 
schr., June 13, 1390, 1005). H. Alexander, 
Deutsche med. Wchnschr., June 13, 1930, 
lvi, 1006.—( H. S. W.) 


Phrenicectomy.—There is a definite risk 
associated with crushing, resection, or avul- 
sion of the phrenic nerve. In 4, 697 cases re- 
ported in the literature of the past 5 years, 
there were complications attributable to the 
operation in 57 (1.2 per cent). Death oc- 
curred in 26 (0.5 per cent). These poor re- 
sults were all subsequent to properly per- 
formed operations without technical error. 
In view of the fact that there is such a wide- 
spread advocacy of phrenicectomy as a 
harmless procedure in cases of pulmonary tu- 
berculosis, bronchiectasis, and even abscess 
of the lungs, it seems wise to utter a word of 
caution and to call attention to the risk, 
slight though it is. Haemorrhage which 
was fatal was recorded in 6 cases. This 
hazard is probably increased in fibrous me- 
diastinitis. When the nerve cannot be read- 
ily drawn from the mediastinum Berry is 
satisfied with a moderate resection obtained 
without undue traction. Two deaths were 
due to tearing of the mediastinal walls fol- 
lowed by pneumothorax. Thirteen deaths 
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were attributable to pneumonia or extension 
of the disease. Other deaths were due to 
pulmonary embolism, pulmonary oedema, 
saree and tachycardia, respiratory in- 
sufficiency and asphyxia on the operating 
table. Thirty-one patients, although they 
survived, were made distinctly worse by the 
operative procedure which seemed to pro- 
duce a spread of the disease or development 
of pneumonia in one or both lungs. Four 
unsatisfactory cases occurring in a group of 
160 are reported. In the first, operation 
before and as an aid to thoracoplasty re- 
sulted in a massive atelectasis of the homo- 
lateral lung which was accompanied by al- 
most no symptoms, but resulted in a steady 
progression of the di . In the second, a 
rapidly progressing case, suffering from hae- 
moptysis, phrenicetomy upset the already 
delicate cardiorespiratory balance, ability to 
cough was hindered, and bronchogenic spread 
and death occurred. Dyspnoea and haemop- 
tysis were present in the third. A temporary 
atelectasis occurred on the side operated 
upon without untoward results. In the 
fourth, lower-lobe cavity was present. Ow- 
ing to high rise of the diaphragm there was 
temporary interference with the drainage of 
the cavity, plugging of the lower lobe bron- 
chus resulted, and atelectasis developed but 
soon cleared. Following this there was a 
mild bronchopneumonia, fortunately with 
rapid improvement. Conclusions: How 
may these accidents be avoided? As to the 
selection of cases, Dumarest and Berard have 
mentioned that there is less danger of mishap 
in cases that have become more or less sta- 
bilized. Patients in whom the disease is 
acute and progressive do not respond so well. 
Another group of patients who may have 
trouble are those with large amounts of spu- 
tum, as in bronchiectasis, or an extensive 
fibrocaseous type of tuberculosis, in which 
it is essential for drainage that coughing be 
free and unobstructed. Phrenicectomy does 
not always facilitate cough and expectora- 
tion; occasionally it works the other way. 
It is therefore felt that phrenicectomy is a 
serious procedure in this type of case also and 
should not be undertaken without full reali- 
zation of the possible consequences. With 
the foregoing facts in mind, it may be pos- 
sible to eliminate some of these unfortunate 
complications. It is not intended to de- 
tract in any way from the value of phrenicec- 
tomy or the great benefits derived from it in 
all properly selected cases. Attention is 
called to the fact that there is a certain 
risk (1.2 per cent) of poor results associated 
with it, and a mortality of 0.5 percent. Fur- 
thermore, it is possible that these figures do 
not represent all of the unfavorable results 
and fatalities that have followed phrenicec- 
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tomy.—The Unfavorable Results of Phreni- 
cectomy, F. B. Berry, Arch. Surg., December, 
1930, xxi, 1125.—(R. D.) 


Phrenic Nerve Operations.—If it seems 
probable that the collapse and added rest 
afforded by phrenicectomy will be sufficient 
in a given lesion to cause an arrest of the 
disease, this procedure is preferable to any 
other. Because of limitations of the proce- 
dure, however, extensive fibrotic lesions with 
cavitation or rapidly spreading soft lesions 
are in most instances necessarily treated by 
those procedures from which more extensive 
collapse of the lung may be expected, namely, 
artificial pneumothorax or thoracoplasty. 
However, since these procedures in a large 
proportion of cases are impossible to carry 
through, one is often forced to rely upon 
phrenicectomy alone, regardless of the ex- 
tent or type of disease. The results of phre- 
nic nerve operations are reported here in a 
series of 500 cases. Of this series, 378 pa- 
tients were operated on for cavitation. In 
191 of these, or 50.5 per cent, the cavities 
closed following the operation. In 31.2 per 
cent they became smaller. Results with 
phrenicectomy proved more effective in 
cases with moth-eaten cavities and in those 
with soft walls, especially the smaller ones. 
It was not usually satisfactory in large cavi- 
ties or in those with thick walls. In one 
case, however, with an unusually high ele- 
vation of the diaphragm, a soft-walled cav- 
ity, 8 cm. in diameter, was closed, while a 
smaller one with thick walls in the same lung 
field was unaffected. The results are in 
direct proportion to the amount of elevation 
of the diaphragm, the size of the cavity and 
the thickness of its walls. The maximum 
elevation noted was about 9 cm. and the 
average about 3 cm. Although best results 
were obtained with basal cavities, it is pos- 
sible that the smaller percentage of closures 
of cavities in the upper lung field was due to 
the fact that, as a rule, cavities in this area 
are larger and have thicker walls. Also they 
are often at the periphery, with the cavity 
wall adherent to the chest-wall, so that con- 
traction of the elastic tissue of the lung has 
less tendency to cause their closure. In 102 
patients on whom the operation was per- 
formed preliminary to thoracoplasty, the 
cavities in 8 patients closed and the disease 
became arrested, making the thoracoplasty 
unnecessary. In 61 cases of this particular 
group, the cavities decreased in size, re- 
mained stationary in 26, and grew larger in 
eight. In those patients who had both arti- 
ficial pneumothorax and phrenicectomy, the 
cavities were closed in more than 70 per cent. 
In 50 per cent of those patients in whom arti- 
ficial pneumothorax would otherwise have 
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been unsuccessful because of adhesions, the 
addition of phrenicectomy made it success- 
ful. In the 500 cases reported, 40 patients 
had no cavity before operation. In this 
group the lesion progressed to cavitation in 
only one patient, in whom a slight elevation 
of the diaphragm was affected. As evidence 
that collapse therapy rarely has a deleterious 
effect on lesions existing in the contralateral 
lung, of 288 patients with bilateral lesions 
before operation, 26 per cent healed the le- 
sion in the contralateral lung along with the 
lesion in the operative side. In 152 patients, 
or 52.7 per cent, the contralateral lesion im- 
proved. In 10.7 per cent of the entire group 
a spread occurred to the good lung, or there 
was an activation there of already existing 
disease. A comparison was made of the 
series surgically treated with a group of 100 
as nearly similar cases as possible in whom 
only routine rest in bed was given. The 
mortality results bore witness to the value 
of the phrenic-nerve operations. Following 
phrenicectomy there is usually a temporary 
increase in the amount of expectoration, but 
in almost all patients the cough is made 
much easier and the amount of sputum in 
favorable patients then gradually decreases. 
Crushing of the nerve should be used only 
in very early minimal lesions or when alter- 
nating bilateral collapse is anticipated. In 
the author’s experience, 90 per cent of crush- 
ing operations had to be followed by per- 
manent removal. In this series, sympa- 
thetic nerves were injured four times, a mild 
Horner’s syndrome being present in all, dis- 
appearing in three within a few weeks, and 

rsisting in one case more than a year. 

bar pneumonia developed in one case 
three days after operation and resulted in 
death. A considerable number of patients 
have noted some gas and indigestion for a 
time after the operation, especially in left 
phrenicectomies. This is not serious, how- 
ever, and gradually disappears. Several 
small haemorrhages have been encountered, 
but there was no injury to the thoracic duct, 
brachial plexus, pneumogastric nerve, large 
vessels or recurrent laryngeal nerve. Two 
hundred and eleven patients are either quies- 
cent or in an apparently arrested condition 
at present. the patients with positive 
sputum before operation, 52.2 per cent be- 
came negative after operation. It is some- 
times dangerous to do a phrenicectomy early 
after pneumothorax has been started. In 
one case only the hurried removal of air 
saved the patient’s life. this case an im- 


mediate elevation of 6 cm. was noted in the 
diaphragm. No empyemata have been en- 
countered following the operation; but in 
some cases fluid has developed in those un- 
dergoing pneumothorax therapy. Phrenic- 


ectomy is not to be considered lightly, but 
the author’s experience with it has been 
quite satisfactory, and he believes that a 
careful study of the results will be sufficient 
to warrant its more extensive use.—Phrenic 
Nerve Operations in Pulmonary Tuberculosis: 
Results in Five Hundred Cases, E. J.O’ Brien, 
J. Am. M. Ass., August 30, 1930, xcv, 650.— 
G. 


Phrenic Exairesis.—As the result of an 
examination of 485 cases it is pointed out 
that the data on phrenic exairesis must be 
viewed with caution. As a whole, the dura- 
tion of observation has been too short to 
be able to refer to a healing, since even after 
3 to 4 years a tuberculous process can again 
flare up. Of 185 cases in which phrenic ex- 
airesis was performed there were only 15 
that were able to work, and 5 of these had 
isolated lower-lobe cavities. Artificial paral- 
ysis of the diaphragm suffices only rarely in 
monolateral tuberculosis. Collapse ther- 
apy after exairesis is highly recommended, 
especially if an immediate improvement is 
not evident. A delay in operation after 
slight improvement only acts unfavorably. 
Even after months rapid progression oc- 
curred. Artificial paralysis of the diaphragm 
was considered as a preliminary and proba- 
tionary procedure.—Die kiinstliche Zwerch- 
fellihmung in der chirurgischen Behandlung 
der Lungentuberkulose. (Selbstindige Opera- 
tion oder vorbereitender Eingriff?), M. Ernst, 
Deutsch. Zeitschr. f. Chir., 1930, ccxxii, 30.— 
(H. J.C.) 


Respiratory Changes after Phrenic- 
ectomy.—Observations were made before 
and after operation on a group of 20 patients 


with advanced unilateral pulmonary tubercu-’ 


losis, inorder tonote the changes in the respira- 
tory mechanism following phrenicectomy. All 

tients were afebrile but on strict bed-rest. 

efore each study they fasted twelve hours. 
The McKesson recording metabolor, based 
on the closed-circuit method for the deter- 
mination of the respiratory change, was used. 
Tracings were made of each patient’s breath- 
ing over a period of six minutes, and readings 
corrected for changes of temperature and 
barometric pressure. The basal metabo- 
lism was calculated according to DuBois’s 
formula, while the total respiratory volume 
was determined by the rate of peepeavon 
times the tidal-air volume multiplied by the 
time. Following operation, records were 
made at two-day intervals until the vital 
capacity started to return to the preopera- 
tive level; then biweekly until it reached that 
level. The most essential changes were re- 
corded in the first eight days after operation. 
The data collected may be thus summarized: 
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(1) the vital capacity decreased in all pa- 
tients; (2) in all but one patient the tidal 
air decreased; (3) the oxygen consumption 
remained practically unchanged; (4) this com- 
pensation took place in three different ways: 
(a) in group 1 the compensation was achieved 
by an increase in the respiratory labor only, 
and the total respired volume was increased 
by 11 per cent, (b) in group 2 the compensa- 
tion was achieved by a better utilization of 
the inspired air with no change in the respira- 
tory labor, and a large percentage of oxygen 
was retained from the respired air, the in- 
crease being 28 per cent in average, and (c) 
in group 3 the compensation was achieved 
only by a more efficient utilization of oxygen 
with a decrease in the respiratory labor. 
There was no evident correlation between 
the extent and the pathologicoanatomical 
type of the lesions and the mechanism of 
compensation following the operation.— 
Changes in the Respiratory Mechanism Follow- 
ing Phrenicectomy, W. I. Werner, J. Am. M. 
Ass., October 18, 1930, xcv, 1162.—(G. L. L.) 


Symptoms Following Phrenicectomy. 
—The occurrence of gastrointestinal and car- 
diac symptoms following unilateral phrenic- 
ectomy led to this study of the oesopha- 
gus, stomach and heart after the operation. 
Gastric symptoms included a sense of full- 
ness, loss of appetite, and vomiting; these 
did not persist more than a few weeks at 
most. Cardiac symptoms were palpitation 
and dyspnoea. Twenty-seven patients were 
examined before and after phrenicectomy 
by means of a barium meal and fluoroscopic 
observation. One patient complained of 
eructation of gas after phrenicectomy, 
another of heartburn, a third of vomiting, 
and two of dysphagia. With one exception 
these symptoms followed left-sided phrenic- 
ectomy. All were temporary except one. 
In one case cardiospasm apparently followed 
phrenicectomy. No marked postoperative 
mechanical displacement or shift of the upper 
third of the intrathoracic portion of the 
oesophagus was noted, but slight respiratory 
deflection of the lowermost intrathoracic por- 
tion occurred. The normally contracting 
leaf of the diaphragm appears to displace the 
lower part of the oesophagus toward its side 
during inspiration, but permits the oesopha- 
gus to return to its former position during 
expiration. The curve that the oesophagus 
normally makes after it leaves the pillars of 
the diaphragm to enter the stomach can 
become sharper following left-sided phrenic- 
ectomy. This occurred and a very large 
stomach bubble was observed in cases in 
which marked elevation of the left diaphragm 
resulted. When the elevation was slight no 
change in the position of the abdominal 


oesophagus was noted. When a large left 
pneumothorax is present elevation of the dia- 
phragm is moderate and there is little change 
in the abdominal position of the oesophagus. 
Respiratory deflection only was noted after 
right-sided phrenicectomy. The normal 
“milking action” of the diaphragm could still 
be observed following the operation. There 
is no proof that obstruction may be caused by 
phrenicectomy per se. Experimental studies 
on dogs yielded data similar to the clinical 
observations, but gave no evidence of oesoph- 
ageal obstruction following phrenicec- 
tomy. Ten patients had electrocardiograms 
before and after phrenicectomy and nine 
others after the operation only. No marked 
changes were observed. Four patients 
showed alterations in the height of the 
complexes, but not in their shape. Two 
followed left-sided, and two followed right- 
sided phrenicectomy.—Esophagus, Stomach, 
and Heart Following Unilateral Phrenic- 
ectomy, H. C. Ballon, H. M. Wilson, J.J. 
Singer and E. A. Graham, Arch. Surg., De- 
cember, 1930, xxi, 1291.—(R. D.) 


Phrenic Exairesis for Upper-Lobe Proc- 
esses.—Phrenicoexairesis was used with 
success in 7 cases of isolated tuberculosis of 
the upper lobes. The results were especially 
favorable in cases with fresh processes affect- 
ing only part of the lobe. If liquefaction 
is present, those being associated with thin- 
walled cavities give a better prognosis than 
old destructive foci surrounded with caseous 
pneumonic lesions. Intralobular scars are 
no detriment to a successful collapse although 
pleural adhesions on the surface of the lobe 
may prevent the success of the procedure.— 
Die Einwirkung der kiinsilichen Zwerchfel- 
lihmung bet isolierten Prozessen eines Ober- 
lappens, N. Oekonomopoulo, Beitr. 2. Klin. 
d. Tuberk., 1930, lxxiti, 442.—( H. J. C.) 


Thoracoplasty.—With the least pos- 
sible number of deep sutures and a mini- 
mum of anaesthesia, better results are ob- 
tained in performing thoracoplasty. The 
two-stage operation is far more satisfactory 
than the one-stage.—Chirurgie pulmonaire 
expérimentale post-pneumothorax, G. Rosen- 
thal, meeting Soc. de Chirurgie, November 9, 
1929, reported in Progrés Méd., November 23, 
1929, no. 48, 2071.—( U,, E. Z.) 


Single-Stage Thoracoplasty.—The au- 
thor prefers the single-stage operation in 
order to prevent the shock of a second major 
operation. In the first operation the ribs 
are removed from the ist to the 11th, with 
the exception of the 6th, which remains and 
serves as a support for the thorax. Then, 
after the patient has recovered from the 
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postoperative shock, the 6th rib is easily re- 
moved under local anaesthesia without any 
significant postoperative effect. The author 
reports 3 cases in which the patients with- 
stood the operation successfully.—Einzeitige 
oder zweizeitige Thorakplastik, (Ein Vorsch- 

lag.), K. Andersen, Centralbl. f. Chir. 1930, 
Wit, 523 —( J. C.) 


Simplification of Thoracoplasty.—In 
multiple-stage thoracoplasty it is often dis- 
comforting that at the time of the second 
operation the ribs have regenerated to such 
an extent that a satisfactory collapse cannot 
be obtained. On the basis of animal ex- 

riments the author recommends prevent- 
ing the rapid regeneration of the ribs by 

ainting the rib-bed with 10 per cent formalin 
4 per cent formol), which causes the ribs to 
remain soft for a longer time without occa- 
sioning a deep-tissue injury as the result of 
this procedure.—Experimenteller Beitrag zur 
Vereinfachung der Thorakoplastik in meh- 
reren Tempi, W. C. Meiss. Centralbl. f. 
Chir., 1930, lvit, 349.—( H. J. C.) 


Anterolateral Costectomy.—The indi- 
cations for anterolateral costectomy are per- 
sistent or recurrent symptoms referable to an 
incompletely collapsed lung or to unobliter- 
ated pulmonary or pleural cavities following 
posterior extrapleural thoracoplasty. The 
operation is relatively well tolerated and the 
er psa discomfort is minimal. Under 
ocal and gas anaesthesia, an incision is made 
in the midaxillary line and the muscles of the 
anterior and posterior axillary folds are un- 
determined. With the arm extended above 
the head it is possible to approach the first 
rib. The upper 5 ribs are resected in the 
first stage. Following separation of the 
periosteum, the rib is cut at the costochon- 
dral junction. The well-mobilized anterior 
extremity is then pulled forward, facilitating 
separation of the periosteum posteriorly. In 
the removal of the rib care is required to 
avoid traumatizing the pleura by the spur 
which may have formed following the previ- 
ous operation. This spur points upward. 
The technique for the second stage operation 
on the 6th to 10th ribs is identical. This 
secondary operation was performed by the 
author in 26 cases during the past 4 years. 
There was one death attributable to the 
operation. Another patient died from 
haemorrhage 3 years later. Of the 26 cases 
16 are symptom-free except for more or less 
dyspnoea on exertion. Aside from some 
limitation of extension of the arm, in a few 
cases, due to contracting scar, there is no 
loss of function of arm and shoulder. The 
degree of collapse of the thoracic wall is maxi- 
mal. Obliteration of cavities was effected 
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in all cases.—Anterolateral Costectomy for 
Inadequate Collapse Following Posterior Ex- 
trapleural Thoracoplasty, C. A. Hedblom, 
December, 1930, xxi, 1114.— 


Tuberculin Therapy.—This is a review 
of the tuberculin treatment as used at Neu- 
mann’s Clinic. The principle of the method 
is to determine first by intracutaneous in- 
jection the minimal reacting dose. In de- 
structive and caseous pulmonary tuberculosis 
the injections are given intracutaneously. 
The same dose is injected at four- to seven- 
day intervals until the patient does not react 
locally to two successive injections. After 
this, a ten-times higher concentration is 
given in the same way. In more benign 
forms of pulmonary tuberculosis, particularly 
in apical tuberculosis and in recurrent pleu- 
ritides, it is desirable to produce noticeable 
reactions. Starting with the minimal re- 
acting dose the amount of tuberculin 1s in- 
creased one-half each time and the injections 
are given subcutaneously. Violent reactions 
must be avoided and care must be taken that a 
marked febrile reaction is not over-looked be- 
cause the peak of the temperature occurs at 
night. It may be desirable to give the in- 
jections in the evening. Percutaneous ap- 
plication is not recommended on account of 
its uncertainty of dosage.—Tuberkulin- 
Therapie, A. V. Frisch, Wien. klin. Wchn- 
schr., October 9, 1930, xlitt, 1261—(M. P.) 


Methylic Antigen in Treatment of Tu- 
berculosis.—Among the measures for anti- 
tuberculosis therapy, methylic antigen of the 
tubercle bacillus, with which Négre and A. 
Boquet have collaborated with Calmette at 
the Pasteur Institute of Paris, may be 
placed in the front rank. Thanks to its in- 
nocuousness and real effectiveness against 
various manifestations of infection, antigen 
therapy has made rapid progress. In the 
cases reported Trumbull has used Orellana’s 
antigen and also one prepared in the serum 
and vaccine laboratory of the Health Ser- 
vice, conforming rigorously to the method 
laid down by Négre and Boquet in their 
book, /’Antigénothérapie de la Tuberculose. 
Methylic Antigen in Lymphatic Tuberculosis: 
Despite various methods of treatment avail- 
able (iodine, roentgenotherapy, ultraviolet 
radiation) many cases resist treatment. Ten 
cases are cited, 5 of which concerned pa- 
tients with recent oT adenitis, 
the others suppurative adenitis, both recent 
and old. In these treatment was begun 
with a 1-10 dilution of methylic antigen, 
beginning with 0.25 cc. twice weekly and 
repeating this dose four times. If there 
was no local or constitutional reaction the 
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subsequent doses were increased by 0.25 cc. 
until a dose of 1 cc. of the pure antigen was 
reached and this dose was repeated until the 
desired effects were obtained. In no case 
was reactivation of pulmonary foci observed. 
The local reactions varied; some patients ex- 
perienced sharp pains and increase in pus, 


while others noticed nothing. The effects 
on the lesions were most striking. In 6 
patients a complete cure was obtained and 
four were able to renew their occupations. 
In most cases other therapeutic measures 
had been tried and failed. The weight and 
general condition were most favorably influ- 
enced. Serous-Membrane Tuberculosis: The 
usual long evolution of this manifestation 
may be shortened by the use of methylic an- 
tigen, combined with hygienio-dietetic treat- 
ment. It may be given either subcutane- 
ously or injected directly into the pleural or 
peritoneal cavity. Two cases are cited. Pul- 
monary Tuberculosis: At present the num- 
ber of cases is still too few for definite con- 
clusions, but it may be stated that if a 
methodical progression of doses is used me- 
thylic antigen is really effective, besides being 
innocuous, in all slowly progressive or sta- 
tionary forms of pulmonary tuberculosis. 
It accelerates sclerosis and favorably influ- 
ences the general condition. It is to be 
hoped that “antigenotherapy” will be tried 
on a larger scale in Chile because, devoid of 
the dangers and inconveniences of other 
measures, it constitutes a powerful adjuvant. 
—l Application de Vantigéne méthylique au 
traitement de certaines formes de la tubercu- 
dose, G..O. C. Trumbull, Rev. d. 1. Tuberc., 
December, 1929, x, 870.—(A. P.) 


Treatment of Tuberculosis with 
Friedmann’s Vaccine.—During the last 
10 years the author has treated 82 patients 
with pulmonary tuberculosis and 216 pa- 
tients with extrapulmonary tuberculosis with 
Friedmann’s vaccine. In pulmonary tu- 
berculosis he did not see any improvement 
following the treatment which would warrant 
its continuation. In extrapulmonary tu- 
berculosis he saw frequently a sudden and 
striking improvement which could be de- 
termined both clinically and immunobiologi- 
cally; this occurred in tubercu- 
losis of the urogenital system. No complete 
cures were seen which could be ascribed to 
this treatment.—Zehn Jahre Friedmann- 
Tuberkulose-Heilmittel, A. Marberger, Klin. 
une October 18, 1930, ix, 1959.— 


Friedmann’s Vaccine.—This vaccine is 
a culture of acid-fast bacilli recovered in 
1902 from a turtle with supposedly spon- 
taneous tuberculosis. The culture grows at 
a temperature of from 10° to 37° Centigrade. 
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It has been proved to be highly virulent for 
human beings if given in enormous numbers. 
When applied to hens, there was noted great 
benefit and cure in four months after the 
application. Of 20 patients (early pulmo- 
nary tuberculosis, exudative type), all were 
healed; of 29 cases (moderately advanced, 
exudative type), 25 were healed and 4 im- 
proved; of 7 cases (far advanced), 6 were 
healed and one improved; of 8 cases (far- 
advanced pulmonary tuberculosis, exuda- 
tive type, with cavity) one was healed, one 
improved, and 6 died. Of 83 patients 
treated with Friedmann’s vaccine, 53 (early 
and moderately advanced) did not have the 
advantage of sanatorium treatment, 24 had 
positive sputum at the beginning of the 
treatment and 16 of these became negative 
after treatment. Of the 7 patients which 
died in this series of 83, all had been treated 
at the patient’s request and against the doc- 
tor’s advice. In suitable cases, this proce- 
dure should cure a large proportion, even as 
high as 90 per cent. It may be applied per 
os in new born children of tuberculous fami- 
lies —Zehn Jahre Erfahrungen mit dem Fried- 
mannschen Tuberkulosehetlmittel, Gettkant, 
Deutsche med. Wchnschr., August 1, 1930, lvi, 
1298 —(H. S. W.) 


Turtle Vaccine.—The vaccine consists of 
a living culture of an acid-fast bacillus iso- 
lated from the lungs of asea turtle. It is not 
an artificially attenuated strain of bacilli. 
It is stated to be incapable of producing any- 
thing more than a local lesion when injected 
and to be quite harmless. One or two doses 
are all that are required for each patient. 
The fluid contains weakly acid-fast bacilli, 
which are relatively shorter and thicker than 
Koch’s bacillus, with no definite beading 
but some polarity in staining. It is contra- 
indicated in laryngeal tuberculosis, lupus 
vulgaris and meningitis. This vaccine was 
used in a series of forty-six cases. After 
eight months’ observation, it has been con- 
cluded that it has not produced the results 
that one would expect. Its good effects seem 
to be confined to the very chronic cases of 
pulmonary tuberculosis or stage one group. 
There has been no definite harm observed, 
but one must remember that it is a living bac- 
terial inoculation and the relative suscepti- 
bility of patients of all ages and races varies 
within wide limits. The results so far are 
comparable with what might be obtained 
by means of tuberculin—A Preliminary 
Report on the Treatment of Tuberculosis with 
Turtle Vaccine, W. C. Fowler, Tubercle, 
October, 1930, xii, 12.—(M. E. P.) 


Treatment in Allergen-Proof Cham- 
bers .—Cases of tuberculosis un- 
complicated with asthma were treated in 


allergen-proof chambers. Definite improve- 
ment was noted in the patients with early 
and moderately advanced lesions. This im- 
provement was due to the purity of the air 
or lack of climatic allergens.—Pulmonary 
Tuberculosis, W. S. Van Leeuwen, Arch. Int. 
Med., October, 1930, xlvi, 637.—(W. I. W.) 


Action of Gold Preparations in Tu- 
berculosis.—The author used Aurophos and 
Lopion in two cases of tuberculides originat- 
ing haematogenously, and new lesions from 
this gold treatment resulted. It is therefore 
concluded that the gold preparations are 
not parasitotropic, and it is suggested that 
the chemical industries seek new combina- 
tions to overcome this deficiency.—Zur 
Frage der Wirkungsweise der Goldpriparate 
bet Tuberkulose, F. Wirz, Zeitschr. f. Tu- 
berk., 1930, lv, 489.—(H. J. C.) 


Treatment of Tuberculosis with Lo- 
pion.—Lopion, a gold preparation, was used 
with satisfactory results in 22 cases of tu- 
berculosis. In two cases, however, there 
were toxic symptoms. In one there de- 
veloped a large papular exanthem with ir- 
ritation, which healed under suitable treat- 
ment in about 6 weeks, while in the second 
case there developed polyuria, but since al- 
bumin was never found in the urine the gold 
treatment was continued without further 
harm.— Beitrag Zur Goldbehandlung der Tu- 
berkulose mit dem Priaparat ‘“Lopion,” J. 
Leitner, Beitr. z. Klin. d. Tuberk., 1930, 
lxxiti, 839.—(H. J.C.) 


Benzyl-Cinnamate in Tuberculosis.— 
The results reported followed the use of this 
drug in 16 unselected hospitalized cases of 
pulmonary tuberculosis. The disease was 
advanced in 15 cases and quiescent in one. 
The duration of treatment is not given, and 
no therapy other than the use of the drug is 
described. Five patients who died were ex- 
tremely ill on admission and their treatment 
and observation were unsatisfactory. No 
X-ray or necropsy reports are given for 
them. All of the remaining 11 cases showed 
clinical improvement, though only eight 
showed X-ray improvement as well. The 
duration of disease before treatment was 
commenced ranged, for all cases, from two 
months to ten years, the average being 
twenty-seven and three-eighths months. 
The number of injections of the drug ranged 
from 12 to 84, the average number being 
39. No abnormal reactions to the injections 
were observed except that in one case not in- 
cluded in the series a renal lesion became 
worse. The amount of sputum generally 
showed an increase at the beginning of treat- 
ment, with a subsequent decrease. No con- 
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sistent effect was noticed on the presence of 
bacilli in the sputum, the temperature, or 
the blood-pressure. The drug, the prepara- 
tion of which is given in detail, was given as 
a 1 per cent solution in olive oil. Daily in- 
tramuscular injections of 5 cc. were grouped 
in courses of twelve, with intermissions of 
two weeks. An intermission of six weeks 
followed the first three courses, then a sec- 
ond series of three courses was given. A 
rest of three months was allowed, and a 
further series of six courses was given in the 
same manner as the first six courses. A 
minimum of three courses of injections was 
given before definite improvement resulted. 
Increase of weight occurred principally in 
those cases of no longer duration than 
twelve months.—Benzyl-Cinnamate Treat- 
ment of Pulmonary Tuberculosis. T. W. 
Wadsworth and J. T. Flanagan, Lancet, 
September 13, 1930, ccxix, 576—(R. M. F.) 


Benzine-Oil Treatment of Tuberculo- 
sis.—The author used a 30 per cent sterile 
solution of benzine (benzol) in olive oil by 
intramuscular injection in amounts of 0.1 
to 0.2 cc. This caused a focal reaction in 
tuberculous individuals which resulted favor- 
ably upon the course of the disease in 69 tu- 
berculous individuals. The results in surgi- 
cal tuberculosis appeared to be better than 
those in pulmonary tuberculosis.—Uber die 
Benzinolbehandlung der Tuberkulose, J. Kair- 
iukstis, Beitr. z. Klin. d. Tuberk., 1930, lxxiii, 
456.—(H. J.C.) 


Sodium Salicylate in Pulmonary Dis- 
ease.—Intramuscular injections of sodium 
salicylate were used over a period of five 
years in the treatment of pneumonia, bron- 
chopneumonia, whooping-cough, asthma, 
pleurisy and tuberculosis. In chronic phthi- 
sis the effects were noteworthy by gain in 
weight, lowering of body temperature, di- 
minished cough and expectoration and relief 
from dyspnoea. The usual hygienic meas- 
ures were carried out in conjunction with 
this form of treatment. The injections were 
given daily and were painless. The action of 
the drug is obscure.—Le salicylate de soude 
dans le traitement des affections pulmonaires, 
M. Mevel, meeting Acad. de. Méd., Novem- 
ber 5, 1929, reported in Progrés Méd., no. 48, 
November 23, 1929, 2064.—(U. E. Z.) 


Treatment of Tuberculosis with Vi- 
gantol.—Vigantol has been used in ad- 
vanced pulmonary tuberculosis for 14 years 
with the following results: Considerable 
clearing of parenchymatous disease as evi- 
denced by X-ray, increase of fibrosis, closure 
of cavities, decrease in sputum and fever. 
and improvement of appetite, weight and 
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general condition. When this mode of 
treatment was combined with the Gerson- 
diet regimen results were disappointing.— 
Vigantol-Kalkbehandlung bei Lungentuber- 
kulose, O. Becker, Deutsche med. Wchnschr., 
June 13, 1930, lvi, 1007 —(H. S. W.) 


Treatment of Pulmonary Tubercu- 
losis by Caleium-Sulphur Inhalations. 
—The Lex-Zeyen system of sulphur-calcium 
inhalation was used in 80 cases begun in 
September, 1927, the shortest period of in- 
halation being 7 weeks and the longest 8 
months. Prognostically unfavorable cases, 
with laryngeal lesions and respiratory dis- 
tress, were excluded from treatment. In 
60 patients the pulmonary findings were im- 
proved while in 20 they remained unchanged. 
Aside from early mild irritation symptoms 
no harmful effects were noted. The blood 
findings and calcium blood-mirror were also 
studied. No special change in the calcium 
blood picture was noted. The usual bene- 
ficial effect of administration of calcium was 
noted in these cases.—Erfahrungen tiber die 
Schwefel-Calcium-Inhalation zur Behandlung 
manifester Lungentuberkulose (System Lex- 
Zeyen), H. Siegel, Beitr. z. Klin. d. Tuberk., 
1930, lxxiti, 593.—(H. J. C.) 


Dietary Treatment of Tuberculosis.— 
The importance of the nutrition in tubercu- 
losis has always been recognized, but the 
main interest has always been centred on a 
sufficient quantity without due considera- 
tion to the quality of the food. The dietary 
regimen which was originally advocated by 
Gerson which was based on emperical! ob- 
servations, was altered by the author for 
the treatment in tuberculosis. Gerson’s re- 
gimen called for complete withdrawal of so- 
dium chloride, large amounts of vegetables 
and fruit juices, and a marked limitation of 
protein. This diet had definitely alkaliniz- 
ing properties. It was found in studies on 
healing of wounds under various dietary re- 
gimens that an acidotic diet promoted heal- 
ing. Accordingly Gerson’s diet was altered: 
80 to 90 gm. of meat per day were added, 
the amount of fat was increased, and the 
carbohydrates were much reduced. The 
daily intake consists now of 90 gm. of protein, 
160 to 200 gm. of fat and 220 gm. of carbo- 
hydrate. Fresh vegetables and raw fruit 
are still given freely and the withdrawal! of 
sodium chloride is maintained. The latter 
procedure produces a dehydration of the tis- 
sues which is desirable. ‘Therefore, the fluid 
intake should be limited. From April, 1925, 
to April, 1930, 423 tuberculous patients were 
treated with this diet. Thirty-six had lupus 
or tuberculosis of the skin, 94 had tuberculo- 
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sis of bones, lymph nédes or of the urogenital 
tract and 293 had pulmonary tuberculosis. 
The most spectacular results were observed 
in the first group. The good results in tu- 
berculosis of the skin have been confirmed b 
a number of other workers. Other well- 
established therapeutic procedures should be 
combined with the nutritional treatment. 
In surgical tuberculosis excellent results have 
been observed: Inflammatory reactions dis- 
appear promptly, fistulous tracts dry and 
close, and the general condition improves. 
Heliotherapy should be combined with the 
dietary treatment. The value of this treat- 
ment in pulmonary tuberculosis is much more 
difficult to evaluate than in other forms of 
the disease. The reports disagree as to the 
therapeutic effect in pulmonary tuberculosis. 
It is pointed out that many failures are due 
to the incorrect or too brief use of the treat- 
ment, and the author is convinced that this 
particular form of treatment has added much 
to the therapeutic possibilities in pulmo- 
nary tuberculosis. It was found particularly 
valuable before and after surgical treatment 
of pulmonary -tuberculosis—Zum gegen- 
wdrtigen Stand der Ernahrungsbehandlung 
Tuberkuliser, A. Herrmannsdorfer, Wien. 
klin. Wechnschr., November 13, 1930, xliii, 
1397.—(M. P.) 


Gerson Treatment of Tuberculosis.— 
The essentials in the Gerson diet system are 
as follows: 1: The substitution of Eugusal, 
a halogen-free vegetable kitchen salt prepa- 
ration, for sodium chloride. 2: The free use 
of uncooked fruits and vegetables in the 
form of vegetable extracts, salads and fruit 
juices. 3: Marked restriction in the amount 
of meat. 4: The use of fresh uncooked milk, 
one pint or more daily, sour milk, eggs, oat- 
meal, whole-meal bread, and farinaceous 
foods in restricted amount. Species are al- 
lowed. Mineralogen, a special blend of min- 
eral salts of vegetable origin, and a phosphoric 
acid, codliver oil preparation are given three 
times daily. Gerson, Sauerbruch, and Her- 
mannsdorfer claim that valuable results are 
obtained in the treament of lupus, tuberculo- 
sis of the bones and joints, and in the surgical 
treatment of pulmonary tuberculosis, and 
confirmatory results have been described by 
many other observers. Definite evidence of 
the value of the treatment in nonsurgical 
tuberculosis of the lungs has not been sub- 
mitted. The diet appears to be of benefit 
in other conditions, such as rheumatoid ar- 
thritis, cardiovascular degeneration, asthma, 
chronic skin conditions, and disorders of the 
central nervous system. It should be noted 
that, in addition to the diet described, other 
recognized methods of treatment are used.— 
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The Gerson Treatment of Tuberculosis, D. C. 
Watson, Brit. J. Tuberc., October, 1930, xxiv, 
194.—(R. M. F.) 


Gerson-Sauerbruch Diet for Tubercu- 
losis.—The Sauerbruch diet contains 4.5 
gm. of sodium chloride while Gerson’s diet 
contains as much as 7.2 gm. It is suggested, 
therefore, that 4.5 gm. of sodium chloride 
could be distributed in a diet without the 
difficulties encountered in the Gerson- 
Sauerbruch diets. It is also pointed out that 
aside from that observed in the Sauerbruch 
Clinic no significant results have been seen 
following the use of this diet in pulmonary 
tuberculosis—Die  Gerson-Sauerbruchsche 
Tuberkulose-Didt im Urteil der Fachkritik, 
A. Wolff-Eisner, Beitr. 2. klin. d. Tuberk., 
1930, lxxiii, 829.—(H. J. C.) 


Gerson-Sauerbruch Diet in Pulmo- 
nary Tuberculosis.—The Gerson diet was 
found to be of no value in the treatment of 
cases of pulmonary tuberculosis and is con- 
sidered an expensive dietary measure which 
also does not appea! to the patients.— 
Beitrag zur Diéttherapie der Lungentuber- 
kulose nach Gerson-Sauerbruch, F. Spies, Zeit- 
schr. f. Tuberk., 1930, lv, 317 —(H. J. C.) 


Salt-Poor Diet in Treatment of Pul- 
monary Tuberculosis.—The salt-poor diet 
was used on 184 cases of pulmonary tubercu- 
losis since 1926. The treatment is con- 
sidered of no particular value in pulmonary 
tuberculosis and satisfactory results can be 
obtained by the usual sanatorium treatment 
itself—Die salzarme Kost nach Gerson- 
Sauerbruch-Hermannsdorfer in der Behand- 
lung der Lungentuberkulose, W. Sachs, Beitr. 
z. Klin. d. Tuberk., 1930, lxxiti, 816.— 


Dangers of Salt-Poor Diet in Tu- 
berculosis.—Animal experiments show that 
an absolute salt-free diet leads to death in 
a few weeks, but animals and men may live 
for a long time in comfort on salt-poor diets. 
Twenty-three tuberculous patients were 
treated over a considerable time with 
salt-poor food; in 12 of these the diet was dis- 
continued after a few weeks because, from 
the flat taste, the patients were losing their 
appetites and were also showing signs of loss 
of mental and physical vigor. Eleven pa- 
tients continued the diet for six months. Of 
these (early pulmonary tuberculosis ) 3 re- 
mained unchanged; (moderately advanced) 
5 became worse; and 2 (far advanced disease) 
died. In-those who were underweight, there 
was an increase in weight. The diet did not 
influence temperature, cough, expectoration 


or night-sweats. Tubercle bacilli continued 
te be present in the sputum in all cases. 
There was no effect on the blood picture or 
sedimentation rate. Therefore, the results 
were worse than would be expected on a 
general hygienic-dietetic regimen. In the 
test-tube, increasing additions of salt lessen 
the growth of tubercle bacilli. Many pa- 
tients with tuberculosis lose considerable salt 
by sweating, and the idea is introduced of 
increasing the amount of salt in sick patients. 
In a group of patients (number not given) 
sodium chloride was given in doses of from 
10 to 50 gm., with the result that the patients 
showed more improvement than the con- 
trol cases. It appears that tuberculous in- 
dividuals have a tendency to retain sodium 
chloride. Experimentally, the withdrawal 
of salt from food results in an increase of the 
nitrogen and urea content of the blood, which 
indicates an increase in albumin metabolism. 
—Die Gefahren der Kochsalzentziehung bet 
Lungentuberkulose, A. Moeller, Deutsche med. 
Wehnschr., August 15, 1930, lvi, 1396.— 
(H. S. W.) 


Biochemical Studies on Hermannsdor- 
fer Diet.—The Hermannsdorfer diet results 
in a definite excess of basic rather than acid 
values. Severe cases of moderately advanced 
tuberculosis, in 4 out of 7 cases, show a drop 
in blood chlorides. In these patients the 
chlorides fell in the urine to 2 or 3 gm. per 
day, though the diet had 4 to 7 gm. of chlo- 
rides per day. The carbon-dioxide content 
of the blood plasma was raised in 8 out of 
10 patients. These differences were definite 
and were beyond the normal physiological os- 
cillations. A characteristic feature of this 
diet is its richness in vitamines and; as there 
are close relations, in lipoids and calcium 
metabolism. A determination of the cal- 
cium and cholesterin content of the blood 
was made. In 9 of 11 cases the calcium level 
dropped, indicating that abundant vitamines 
favor calcium absorption by the tissues. 
The cholesterin content was determined in 
only 5 cases, in each of which considerable 
excess was found. The diet led to changes 
opposite to those claimed for it by its origi- 
nator. The acidity of the urine and the 
albumen reserve of the blood are doubtless 
signs of changes in the acid-base mechanisms, 
but it cannot be concluded that a compen- 
sating alkalosis has been reached. The 
changes in the calcium and the cholesterin 
of the blood show the influence of this diet 
to depend upon the vitamines.—Chemisch- 
biologische Untersuchungen bei Lungentu- 
berkulisen, die nach Herrmannsdorfer ernéhrt 
wurden, M. Mecklenburg, Deutsche med. 
Wehknschr., June 13, 1930, lvi, 1000.— 
(H. S. W.) 
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Vitamines in Treatment of Tubercu- 
losis.—The authors used not only primarily 
infected animals but also superinfected im- 
mune animals which had been given pre- 
liminary infections with low-virulent human 
tubercle bacilli. In rabbits vitamine-B con- 
~~ containing in 1 cc. the equivalent 
of 100 gm. of yeast, and vitamin D (ergos- 
terin, vigantol had no therapeutic affect. 
Codliver oil vitamine A, however, had a 
favorable influence on some of the animals. 
A therapeutic action was noted with a coin- 
cident peroral administration of yeast and 
rayed ergosterin. With weak infections in 
immune animals there was a complete ab- 
sence of tuberculosis following the use of 
vitamines B and D, while with larger in- 
fecting doses there occurred a favorable type 
of disease. A similar though slighter effect 
was noted in primarily infected animals. 
A decidedly slighter effect resulted when vi- 
gantol solution was not given perorally but 
by inhalation. Primarily infected animals 
were unfavorably affected by overdoses of 
vitamines B, D and A. In children weight 
control can ’ prevent overdosing with vita- 
mine D, and the danger of a B hypervita- 
minosis need not be feared.— Tierexperi- 
“mentelle Studien tiber die Bedeutung gestei- 
gerter Vitaminzufuhr fiir die Tuberkulose- 
Therapie, W. Pfannstiel and B. Scharlau, 
Beitr. 2. Klin. d. Tuberk., 1930, lexiii, 351.— 
J.C.) 


Fat Therapy of Tuberculosis.—The au- 
thor used Gamelan in ointment form and by 
injection, in 21 cases of severe bilateral pul- 
monary tuberculosis as well as cases of sur- 
gical tuberculosis. Definite improvement 
was noted, as shown by the temperature 
curve as well as the hemoclinical status. 
Reactions occurred in some of the cases. 
Early forms are especially to be excluded.— 
Beobachtungen zur Fettstofftherapie der Tu- 
berkulose, C. tH: Zeitschr. f. Tuberk., 1930, 
lvi, 283.—(H. J. C.) 


Artificial Light Treatment of Tu- 
bereulosis.—Of 842 patients treated with 
artificial light at the dispensaries, 252 be- 
came quiescent and apparently cured, 34 
improved, 14 were stationary, 3 became 
worse, 129 did not receive treatment for 
more than two months, and 410 were still un- 
der treatment at the end of 1929. Artificial 
light has given satisfactory results, particu- 
larly in patients suffering with tuberculosis 
of the skin and tuberculous adenitis with 
abscess-formation. Seventy-seven per cent 
of the patients treated were able to continue 
their normal occupation during the course of 
treatment. Sixty per cent of the skin cases 
became quiescent. The average duration 
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of the disease before the patient commenced 
light treatment was ten years and eight 
months, and the average duration of light 
treatment was ten and one-third months. 
Of the 252 cases which became quiescent, the 
average duration of the disease before the 
patient commenced treatment was four years 
and eight months, whereas the average dura- 
tion of light treatment was nine months.— 
Resulis of Artificial Light Treatment for 
Tuberculosis, G. L. Cox, Tubercle, October, 
1930, xit, 17 —(M. E. P.) 


Recurrent Respiratory Infections.— 
Respiratory infections are responsible for 
more than half the time lost by the wage- 
earner, and probably in a higher percentage 
in the case of children who lose time from 
school. Of 582 children with respiratory 
infections observed over a nine-month period 
from September to June, 241, or 41.7 per 
cent, had one or more recurrent infections. 
Study of these cases revealed that weather 
conditions apparently had little or no effect 
on the number of primary or recurrent re- 
spiratory infections. The recurrent infec- 
tions were apparently as common in the 
patient who had had tonsillectomy and ade- 
noidectomy as those who had not had the 
operation. The monthly percentage in- 
crease of the total number of primary cases 
showed a marked variation, while the 
monthly percentage of recurrences in pri- 
mary cases showed little variation. Con- 
tact with individuals who had the disease 
seemed to have a marked influence on the 
number of primary infections. Apparently, 
contact with individuals with the disease had 
little or no effect on the number of recurrent 
infections— The Incidence of Recurrent Re- 
spiratory Infections in Childhood, C. C. Mc- 

n, J. Am. M. Ass., November 1, 1930, 
1338 —(G. L. L.) 


Aetiology of Common Cold.—Experi- 
ments on a colony of young chimpanzees 
lead the authors to certain definite conclu- 
sions regarding the aetiology of the common 
cold. The contagious cold in human beings 
is caused by an invisible, uncultivatable, 
filterable agent, which in all likelihood be- 
longs to the group of so called submicro- 
scopical viruses. Colds can be transmitted 
successfully from man to the chimpanzee and 
from man to man by means of Berkefield 
filtrates of nasal washings obtained from 
individuals suffering from spontaneous colds 
and more especially during the period of ris- 
ing incidence of infection in the community. 
These experimental colds resemble in all re- 
spects colds spontaneously contracted in the 
natural environment. In apes, one of the 
significant effects of infection with the filter- 
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able agent is the stimulation into greatly 
increased activity of any potential pathogen 
that may happen to be present in the upper 
respiratory Tae. This the authors regard 
as of great importance, since it seems to 
explain the marked secondary activity in 
the respiratory tract of such organisms as 
pneumococci, Streptococcus haemolyticus and 
Pfeiffer’s bacillus, which lead to the severe 
sequellae that sometimes follow the common 
cold and influenza. In fact, the most im- 
portant significance of viruses of this type 
seems to lie in their capacity to incite ac- 
tivity on the part of the more dangerous 
pathogenic organisms that infest the upper 
respiratory tract.—Studies of the Etiology of 
the Common Cold, G. S. Shibley, K. C. Mills 
and A. R. Dochez,J. Am. M. Ass., November 
22, 1930, xcv, 1553.—(G. L. L.) 


Rachitic Chest.—Information on the in- 
cidence of chest diseases was sought from a 
study of 78 children, who were divided into 
three groups: the first, 31 in number, show- 
ing a rosary in the roentgenogram but ex- 
hibiting at no time any evidence of pneu- 
monia or a chest deformity; the second, 24 
cases, showing a rosary and presenting evi- 
dence of pneumonia but with little or no chest 
deformity; and the third group, 23 cases, 
with marked chest deformity, with or with- 
out disease. The study of this series of 
cases shows conclusively that mild rachitic 
involvement of the chest is not dangerous 
to life and does not increase the hazard when 
pulmonary infections occur. The mortal- 
ity rate of the second group does not seem 
to be greater than the usual rate found in the 
average patients admitted to hospitals with 
pneumonia showing no rachitic involve- 
ment of the chest, many of whom often have 
had prolonged treatment at home until they 
have reached a grave stage of their illness. 
The rate rises proportionately with the in- 
crease in deformity and especially with the 
degree of pliability of the chest-wall. De- 
formity and normal thoracic function are 
compatible, but the loss of rigidity of the 
chest will so seriously impair the normal 
function that any infection may prove fatal, 
however mild it may be. The usual type of 
atelectasis due to rickets can easily be recog- 
nized in the roentgenogram by its characteris- 
tic location. The small scattered areas of 
atelectasis are indistinguishable from bron- 
chopneumonia. The absolute differentia- 
tion between broncopneumonia and _atelec- 
tasis is not of great clinical importance from 
the standpoint of prognosis. The two are 
equally dangerous. Bronchopneumonia oc- 
curs more frequently than lobar pneumonia, 
_and is of much greater frequency in the cases 
exhibiting severe involvement of the ribs and 
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chest deformity.— The Chest in Rachitic Chil- 
dren: a Roentgenologic Study, R. S. Bromer, 
J. Am. M. Ass., February 14, 1931, xcvi, 
509.—(G. L. L.) 


Treatment of Asthma.—This paper is 
based upon the study of the treatment of 
some 60 children, with asthma of all types. 
Assuming that bronchial constriction is the 
main factor in asthma, McDowell summar- 
izes the various ways it may be brought 
about as follows: J: Directly, by the in- 
halation of irritating gases. 2: Chemically, 
by histamine and peptone. 3: Nervously, 
through the vagus. Viewed from this angle 
the various and seemingly conflicting schools 
of thought on asthma may be reconciled. If 
the different treatments of asthma are ex- 
amined in this light it is possible to see that 
all, under certain circumstances, can be of 
theoretical value. Peptone, administered 
intravenously between attacks in small 
enough doses, will fail to give its primary re- 
action of constriction and orly give its more 
powerful secondary reaction of relaxation. 
Psychotherapy may remove psychical stim- 
uli which may “start off” a hypersensitive 
vagal system. Operation on the nose, in 
cases of nasal defect, will remove the local 
reflex through the fifth nerve to the vagi. 
Hydrochloric acid and pepsin, by aiding di- 
gestion, particularly in cases of achlorhydria 
or hypochlorhydria, will prevent the absorp- 
tion of the allergizing protein molecules into 
the blood-stream. Specific elimination of 
offending proteins will remove the patient 
from contact with the allergizing substances, 
and desensitization by repeated injections 
of minute quantities of the allergen will pro- 
duce a temporary circulating antibody. The 
action of glucose is not clear, but Oriel claims 
that it tends to steady the unstable metabo- 
lism found in a particular type of asthmatic 
child. X-ray therapy and protein shock act 
presumably by changing the body chemistry 
temporarily in some way, possibly by the 
production of histamine. Accepting Mc- 
Dowell’s hypothesis as the true explanation 
of the fundamental aetiology of asthma, the 
narrow view of any one camp can be dis- 
carded and the problem of treatment can 
be approached with an open mind. Recog- 
nized treatments can then be grouped in 
their logical sequence: J: General Measures: 
These include the general care of the child’s 
health, both mental and physical. 2: 
Measures to Remedy Faulty Digestion and 
Metabolism: When there is an achlorhydria 
much benefit may be obtained from the 
administration of hydrochloric acid and pep- 
sin. There is a type of asthmatic child in 
which asthma is associated with other con- 
ditions, such as eczema and cyclic vomiting, 
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and in which blood chemistry shows a high 
amino-acid content and a low blood sugar. 
These cases show an unstable metabolism 
alternating between an acidosis and an al- 
kalosis. Glucose given in large quantities, 
four ounces per day, will help to stabilize the 
metabolism of the child and cause cessation 
of attacks. 3: Measures to Rectify Nasal 
Defects: In properly selected cases these will 
be helpful. 4: Psychotherapy: In children 
it is very rare for the primary cause of asthma 
to be a neurosis, the curing of which leads to 
cessation of attacks. It is essential, how- 
ever, to dispel fear from the child’s mind. 
5: Specific Diagnosis of Allergic Type: From 
a careful history, the kind and number of 
skin tests are to be determined. This 
method has been abused by submitting the 
patient to a large number of skin tests with- 
out any clear rationale. The allergic type 
may be divided into main subgroups depend- 
ing on the kind of allergen to which the pa- 
tient is hypersensitive and its mode of entry 
into the body; for instance, respiratory and 
alimentary other than bacterial, and bac- 
terial resulting from products from foci of 
infection. Most of the bacterial cases occur 
in winter, are associated with chronic infec- 
tion, and give generally negative skin reac- 
tions, while the pollen type occurs in summer 
and shows a marked skin hypersensitivity to 
pollen. For successful treatment of the bac- 
terial group codperation between the physi- 
cian and surgeon is essential. In cases 
operated on, the morbid remains should be 
set aside and cultured, and vaccines made 
by growing the organism in broth for 24 


hours and then killing it by heat and car- 
bolizing it. Subsequently the patient should 
be treated by injections of minute doses of 
the diluted whole-broth culture. The epi- 
dermal, pollen, dust and food subgroups 
should be treated by elimination, and de- 
sensitization by inoculation at weekly inter- 
vals with minute doses of the offending anti- 
gen. For successful treatment the patient 
must be removed from contact with the of- 
fending protein while disensitization is in 
progress. In cases of multiple hypersensi- 
tivity it has often been observed that de- 
sensitization to one allergen will cause cessa- 
tion of attacks, even when the patient is 
exposed to other allergens to which he is still 
sensitive. The success of Van Leeuwen’s 
tuberculin treatment can thus be explained. 
Tuberculin is a very powerful allergen, and 
when given in minute doses, for instance, 
starting with 0.1 cc. of one millionth O.T., 
it is surely such a method of desensitization. 
In the treatment of the multisensitive group 
nonspecific protein therapy has a place. As 
a palliative measure during the attack adre- 
nalin and ephedrine are unsurpassed. In a 
child an initial dose of 3 minims of adrenalin 
should not be exceeded. If the desired effect 
is not produced it should be repeated. Ephe- 
drine may be given by mouth or as a nasal 
spray. By mouth 0.025 gm. of ephedrine 
sulphate may be given with safety. A 3 
per cent solution of the chloride may be used 
as a spray.—A Review of the Treatment of 
Asthma, W. R. F. Collis, Lancet, September 
13, 1930, coxix, 567.—(B. T. McM 
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